What happened in the 2 decades between the first reports and now? the initial experience with laparoscopic techniques demonstrated problems with outcomes that were a cause of significant concern. reports of port-site metastases led some to believe that the technique was potentially an oncologically inferior approach. 3, 4 in part, in an effort to respond to these criticisms, the Clinical outcomes of Surgical therapy trial was initiated in 1994, 5 with results reported in 2004. 6 From the oncologic perspective, the open and laparoscopic approaches to colectomy for cancer were equivalent. Since 2004, multiple randomized trials have shown that laparoscopic colectomy offers distinct benefits, including shorter lengths of stay, more rapid recovery, smaller incision size, fewer wound infections, and less pain. these benefits are diminished by longer operative times and the expense of laparoscopic equipment.
Historically, it has been difficult to accurately gauge the uptake of laparoscopic colectomy as a technique. Several earlier studies used nationally representative discharge data to estimate the proportion of patients undergoing a colectomy with the use of laparoscopic techniques. 7-10 Each of these reports documented a surprisingly low uptake of laparoscopy, ranging from 3.8% to 11.8%. the problem with these studies-nicely elucidated by Fox et al 2 -is that the International Classification of Diseases, Ninth Revision, Clinical Modification coding system (used in discharge databases) did not support a distinct code for a laparoscopic colectomy. to identify a patient as having undergone a laparoscopic procedure, they relied on the presence of an auxiliary code denoting laparoscopy. other studies used methods which did not rely on the International Classification of Diseases, Ninth Revision, Clinical Modification coding system, and found a greater use of laparoscopy, 11, 12 but these studies were not based on population-based data. the study by Fox et al 2 is a step forward in what is known about the extent to which the laparoscopic approach has (or has not) become the standard of care for patients undergoing colectomy for cancer.
As with all good research, more questions are generated than are answers. First, and most importantly, what proportion of colectomies should be done laparoscopically? Even in the most experienced hands, not all patients are appropriate candidates for the approach, and not every attempt can be completed without a conversion to an open operation. And, which hands should be performing a laparoscopic procedure? in the Clinical outcomes of Surgical therapy trial, as well as other randomized trials examining the outcomes attained with laparoscopic colorectal resection, each surgeon had to have demonstrated expertise with the approach, including experience with at least 20 such procedures. 6, 13, 14 the vast majority of colectomies in the United States are performed by general surgeons without subspecialty certification in colorectal surgery. 15 Data from the American Board of Surgery show that general surgeons perform an average of 11 colectomies per year, and 90% of general surgeons perform 23 or fewer such resections. 16 With this volume of procedures, is it feasible to develop and maintain proficiency with laparoscopic colectomy?
A second, related question pertains to the definition of "laparoscopic." What criteria should be met for a procedure to be considered a laparoscopic colectomy, as opposed to an open operation? the Current Procedural terminology coding scheme is not sufficiently granular to distinguish between a laparoscopic, laparoscopic-assisted, hand-assist, and other hybrid approaches. Current Procedural terminology codes are the basis for professional billing, and therefore issues arise regarding whether there should be a differential in the fees paid to hospitals and surgeons for a laparoscopic vs open colectomy. if so, how much? the potential for unintended consequences is clear-might a surgeon or hospital attempt a procedure that is outside of their comfort zone in the pursuit of higher reimbursement?
Finally, one has to ask whether the current figures regarding the use of laparoscopic colectomy represent widespread or insufficient adoption of the technique. A quick comparison with trends in the use of minimally invasive techniques for radical prostatectomy is informative. Analysis of medicare data shows that in 2003, 9.2% of Laparoscopy…For All? 17 this rate of diffusion appears faster than what is being seen with laparoscopic colectomy. there is a good reason for this-prostatectomies are entirely elective operations, and it is almost always feasible for a patient to travel to receive their care. Colectomies, on the other hand, often go bump in the middle of the night, and patients receive their treatment in whichever hospital is closest. Stated differently, prostatectomies are more readily regionalized than colectomies.
it may be that 50% is approximately saturation, in terms of the proportion of colectomies that are or should be performed laparoscopically. Any additional increases in this proportion will likely be slow, resulting from ongoing trends toward greater subspecialization among surgeons and increased regionalization of surgical treatment. Although there is a distinct benefit of laparoscopic surgery, the magnitude of this benefit is small, and the 2 approaches are best considered as nearly equivalent. in the middle of the night, or in the light of day, surgeons should take care of their patients according to their respective expertise.
